This special review summarizes and illustrates the state ofour knowledge regarding the mental health needs ofAmerican Indians and Alaska Natives. These needs are considerable and pervasive. The discussion begins by reflecting on the limits ofpsychiatric nomenclature and conceptualframeworks for revealing Native constructions ofmental health and mental illness. The experience and manifestation ofpsychopathology can be both different and the same across cultures, hinging upon the extent to which such basic assumptions as the relationship ofmind to body-andspirit in the case ofNative people-or the primacy ofthe individual or social collective are shared. Having set the stage, this paper moves to recent empirical evidence regarding the mental health needs ofAmerican Indians and Alaska Natives: we review that evidence and consider it within the broader context ofavailable services. The report closes with a briefoverview ofthe most pressing issues and forces for change afoot in Indian country in the Us. Most have to do with the structure and financing of care as tribes and other Native community-based organizations seek to balance selfdetermination and resource management to arrive at effective, fiscally responsible, culturally informed prevention, treatment, and aftercare options for their members. These changes may herald similar trends among First Nations people to the immediate north.
translation and back-translation. The results are seldom unequivocal, reflecting the indeterminacy of meaning that typifies human language (4, 5) . For example, guilt, shame, and sinfulness, which often are closely linked in Western experience-and, indeed, comprise a single question on the Diagnostic Interview Schedule (DIS) intended to assess feelings ofworthlessness-can be translated into Hopi but are conceptualized quite differently and evoke attributions that are distinct both from one another and from those implied by their English counterparts within a Judeo-Christian framework (6) .
Then, too, the words "depressed" and "anxious" are absent from the languages of some cultures, among them certain American Indian and Alaskan Native cultures (6, 7) . Their absence, however, does not in and of itself preclude the existence of related affect, or even of analogous categories of illness. Manson and others demonstrated that the DSM-III formulation of major depressive disorder (MDD) does not correspond directly to any of the categories of illness indigenous to the Hopi (6) . Instead, symptoms ofMDD distribute differentially across Hopi categories, which are characterized by distinct etiologies and treatments. This particular example illustrates the problem of category validity described by Kleinman (8) and Good and Good (4) .
Such variation in the phenomenology and language of emotion suggests that cultures selectively emphasize and elaborate these experiential domains. For example, Jenkins and others, drawing from the ethnographic literature on anger, illustrated dramatic contrasts among cultures (9) . Whereas Eskimos seldom display anger, other peoples employ elaborate and complex means to express it (10) . Similarly, some cultures (such as that of the Iranians) encourage, while others (like the Navajo) discourage displays of extreme sorrow (11, 12) .
Within-group differences are also evident, most notably in terms of social class and sex, especially for dysphoria and excessive worry. This appears to be true for mainstream Americans (13, 14) and ethnic minorities alike (15) (16) (17) .
Culture may do more than place differential emphasis on particular emotions; it may also assign unique attributions to the intensity of their experience and expression. Thus, distinguishing among mood, symptom, and disorder, which are presumed to vary along a continuum, is not as simple as it might seem (18) . Current diagnostic operations assume that such experiences are unidimensional, linear, and additive-not unlike a ruler. The cross-cultural literature suggests that variation in the "markers" from one group to another is akin to the difference between metric and nonmetric systems ofmeasurement. Not only may the scale ofmeasurement differ in terms of minimal units (for example, a millimetre versus 1/32nd of an inch) but the significant categories of aggregation also may not correspond (for example, centimetre and metre versus an inch, foot, and yard). Assessing the degree to which subjective conditions like dysphoria and anxiety are present in cross-cultural settings, then, is not straightforward, as elegantly demonstrated by McNabb's article on determining the accuracy and meaning of selfreported "satisfaction" among the Eskimo (19) .
Let us assume that ways are developed to translate from one "ruler" to another-by no means an easy task, even in the simplest form ofthe problem. This accomplishment does not take into account the normative uncertainty ofpsychiatric ratings (6, 20, 21) . Specifically, the threshold at which "normal" is demarcated from "abnormal" may vary by sex and cultural group. For example, the persistently higher prevalence of depressive symptoms reported among women than among men, and among American Indians than among White, middleclass Americans, may represent culturally patterned variations in the experiential levels of these phenomena and not necessarily higher rates of disorder. Consequently, such normative differences imply different cut-off points for distinguishing common, unremarkable episodes of mood from those that are unusual and noteworthy. Returning to the ruler analogy, ifsuch cut-offpoints were solely a function of intensity or severity, then female and Navajo thresholds ofnormal and abnormal dysphoria, for example, might fall much further along (or "out" or "up," depending on its orientation) the ruler than male and White, middle-class thresholds.
The DSM, however, employs more than just intensity or severity in rendering such judgements. For example, duration often figures into the diagnostic calculus: 2 weeks of persistent dysphoria are required to meet criteria for MDE, or 1 month for PTSD. Nevertheless, the same logic applies. For example, among the Hopi sadness and worry are so common and widespread that periods of 1 month or more may be required to reach a level of significance for the individual and fellow community members equivalent to that presupposed by the DSM (6) . Even then, it appears that duration is but a proxy measure of functional impairment: the sadness or worry experienced by a Hopi person becomes a concern only when she or he begins to fail to meet deeply ingrained social expectations.
The DSM -IV (22) marks a dramatically new level ofacknowledgement ofculture's role in shaping the symptoms, expression, and course of major mental illness. Whereas prior editions only referred in passing to such matters (for example, with respect to schizophrenia and other psychotic disorders), the current edition specifically includes a systematic discussion of cultural variations in the clinical presentation of each DSM-IV disorder. It also provides a glossary of frequently encountered idioms of distress, referred to as "culture-bound syndromes," and an outline to assist the clinician in formulating the cultural dimensions ofan individual case (23) . American Indian and Alaska Native examples figure importantly; 619 these are among the first populations to which the cultural case formulation has been extended (24) (25) (26) 27) .
The DSM-IV's appendix, "Outline for Cultural Formulation," systematically calls attention to 5 distinct aspects ofthe cultural context ofillness and its relevance to assessment and care (22) . First, the clinician is encouraged to inquire about the patient's cultural identity to determine his or her ethnic or cultural reference group, language abilities, language use, andlanguage preference. Then, the clinician is directed to explorepossible cultural explanations for the illness-to solicit predominant idioms of distress, the meaning and perceived severityof expressed symptoms in relation to the norms ofthe patient's cultural reference group, the presence ofrelevant local illness categories, the perceived causes or explanatory models, and current preferences and past experiences with professional and popular sources of care. Third, the clinician is asked to consider cultural factors related to the psychosocial environment and levels of functioning-to note culturally relevant interpretations of social stressors, available support, and levels of functioning as well as disability. Fourth,the clinician is urged to examine critically the cultural elements in the patient--elinician relationship-to indicate differences in culture and social status and their implications for the clinical encounter, ranging from communication to rapport and disclosure. Fifth, and last, the clinician is advised to render an overall cultural assessment for diagnosis and care-to synthesize the above information, with special emphasis on how these considerations may specifically influence subsequent diagnosis and care.
Fleming, Manson, and O'Nell's articles clearly demonstrate the value that this cultural formulation adds to assessing psychopathology among, and developing subsequent treatment plansfor, American Indian adults. Fleming employed this approach to uncover conflicts arising from culturally defined gender-and family-related roles in the etiology, manifestation, and progression of alcohol abuse in the life of a Northwest Coast woman (24) . Moreover, this formulation also revealed how local options to their resolution that initially hadbeen denied her by the death ofher grandmother became available through another elder tribal woman and subsequentlycontributed to her recovery and maintenance ofsobriety. Manson applied the cultural formulation to describe and understand the tortuous path that a male Vietnam combat veteran from the Southwest took through the Veterans' Health Administration (VHA) and tribal alcohol treatment programs inhis attempt to come to grips with PTSD (25) . By combining a carefully elicited clinical history with this attention to culturalcontext, it became evident that local rules governing disclosure of trauma and gender-related expressions of consequent distress deeply affected, in positive and negative ways,this veteran's ability to address the root cause ofhis disorder. This approach also suggested ways in which the clinician could anticipate, support, and reinforce cognitive-behavioural intervention by reference to tribal ceremonials. Similarly, the cultural formulation facilitated O'Nell's thoughtful deconstruction of a Northern Plains man's experience, which manifested elements ofa psychotic depression complicated by alcohol abuse and dependence. She illustrated how culture figured importantly in situating his illness in the tribal historical context, in local assumptions about selfhood, and in possible treatment (26) .
Novins and others critically analyzed the extension of the "Outline for Cultural Formulation" to American Indian children (27) . Drawing upon rich clinical material, they demonstrated the merits and utility of this approach for understanding the emotional, psychological, and social forces that often buffet Native children. Novins and his colleagues, however, underscored the importance ofalso obtaining the perspectives of adult family members and teachers, which is not explicitly considered in the formulation.
As will be discussed below, these new advances that involve culture in the assessment and treatment processes speak to one of the greatest deficiencies noted in the published literature specific to the mental health care of Indian and Native people.
Need, Service Use, and Outcomes
From 1980 to 1995, over 2000 journal articles and book chapters were published on the mental health ofAmerican Indians. Slightly more than one-third (n = 703) of these publications addressed some aspect of related care. The most frequent service-related topics were the need for culturally sensitive assessment and care (76%), the importance of family and community to the treatment process (59%), the limitations of the delivery system and lack of local input into planning (47%), and the role of traditional healing (32%). Few service-related publications were empirically based. For example, 69% of the relevant items report no data, either survey-oriented or case example. The relatively few empirically based publications employed either poorly designed studies in program settings or unreliable Indian Health Service (IHS) use data.
American Indian Children and Adolescents
American Indians number approximately 1.8 million, about 0.08% of the general population (28) . Their birth rate is currently the highest ofany major cultural group in the US. Consequently, American Indians are considerably younger than the US population as a whole, with a median age of24.4 years compared with 34.4 years (29) . Yet, infant mortality is greater among American Indians than among the general population (29) . Nationally, the unemployment rates for American Indian men and women are 16.2% and 13.5%, respectively, significantly higher than the 6.4% and 6.2% for their "US all races" counterparts. The median household income for the 620 The Canadian Journal of' Psychiatry Vol 45, No? former is $19 865, compared with $30 056 for the latter; 31.7% of American Indian families live below the poverty level, compared with a national rate of 13.1% (30) . Employment opportunities are especially scarce in most reservation communities (31) . Of the 10 counties in the nation with the highest unemployment rates in 1990, 3 include Northern Plains Indian reservations. Thirty-seven percent and 28% of American Indian and Alaska Native children, respectively, live in single-parent families; these rates are among the highest in the country, which further compounds the scarcity ofresources available to them. Adoption rates and foster care placement, especially out of Indian homes, are unparalleled in any other segment of the population. Mortality data indicate that suicide and homicide are the second and third leading causes of death, respectively, for American Indian youth 15 to 24 years of age, exceeded only by accidents (29, 32) . These rates are 2 to 3 times the national average. In this special population, 6 of the 10 leading causes of death are alcohol-related.
American Indian children growing up under these stressful circumstances are at high risk for behavioural and emotional problems: while data on the prevalence of alcohol, drug, and mental (ADM) disorders among American Indian youth are scarce, some evidence suggests that American Indian youth experience more mental health problems than their peers in the general population (32, 33) . Although population-based data on adolescent suicide, alcohol, and drug use rates for American Indians are available, little data exist for these and other mental disorders defined according to current diagnostic systems for either adults or adolescents (33) .
Suicide rates among American Indians vary greatly among tribes and over time. In Native populations, suicide is primarily a phenomenon of the young, and especially ofmales (34 Beals and her colleagues compared these rates with those reported by Shaffer and others (36) and Lewinsohn and others (37) for nonminority children drawn from the population at large. American Indian adolescents were diagnosed with fewer anxiety disorders than the Shaffer and others sample (36) . American Indian adolescents, however, were much more likely to be diagnosed with ADHD and substance abuse or dependence disorders. The rates of CD and oppositional defiant disorder (ODD) were also elevated in the American Indian sample. Rates ofdepressive disorders were essentially equivalent. Similarly, when compared with the Lewinsohn and others sample (37) , American Indian adolescents demonstrated statistically significantly higher 6-month prevalence rates than did the former for lifetime prevalence ofADHD(P < 0.01) and alcohol abuse or dependence (P< 0.01). In addition, American Indian youth had higher 6-month rates of simple phobias, social phobias, overanxious disorder, and ODD and CD than the latter's lifetime rates for those disorders.
Many children and adolescents who suffer ADM disorders receive no form of behavioural health service (38) . Several studies indicate that only 16.1% to 29.0% of youth meeting criteria for a current ADM disorder receive care for that disorder (39) (40) (41) (42) (43) . These findings are consistent with other reports on lifetime rates of service use (44) and parental and teacher ratings of serious emotional and behavioural problems (45) . The discrepancy between the need for behavioural health services and their use can be due to cost, lack of transportation, limited availability of child care for siblings, or geographic distance (46) (47) (48) (49) . Sex, ethnicity or race, and socioeconomic status have also been implicated as possible barriers to service use. And, while the question whether the amount of service consumed varies by ethnicity remains open, minority children and adolescents do receive help from different types of providers and for different problems than do their mainstream counterparts (50) . Some investigators suggest that these differential service use pattems reflect funding emphases, programmatic biases, and organizational barriers; others argue that cultural differences in beliefs about behavioural health services are more significant determinants of help-seeking behaviour (51) (52) (53) . The latter encompass 621 issues of stigma (54, 55) , problem recognition (56) , and assumptions about cultural competence (57) . Clearly, both are true.
Few published studies speak directly to the question of mental health service use among American Indian youths. The Great Smoky Mountains Study examined the prevalence of psychiatric disorders and service use among Cherokee and non-Indian youth in western North Carolina (58) . Those researchers found that 1 in 7 Cherokee children with a diagnosable DSM-III-R psychiatric disorder received professional mental health treatment-a rate similar to that for the non-Indian sample. Cherokee children, however, were more likely to receive this treatment through the juvenile justice system and inpatient facilities than were the non-Indian children, despite the fact that free mental health services were available to the Cherokee children through the IHS. This study reveals that the behavioural health service use patterns for Indian youth differ from those for non-Indian youth. It also suggests that to assert that the behavioural health needs of Indian children are met by the Public Health Service-thus freeing local authorities from their responsibility for contributing to such care-is simply wrong. Though IRS services may be free, few are oriented toward child behavioural health.As an Office ofTechnology Assessment (OTA) report indicated, at that time there were only 17 child-prepared mental health professionals within the entire IHS system (33) . Thisyielded an average of0,43 providers per 10000 children, less than 10% the number recommended by the OTA for the generalpopulation. Moreover, in 4 ofthe 12 IHS service areas there were no child-or adolescent-trained mental health care providers. Eight years later, the circumstances are little different.
Novins and others (59) analyzed the relation between psychiatric diagnosis and the use of ADM disorder treatment services among the American Indian adolescents who were the focus of Beals and others' earlier report (35) . Sixty-one percentof those youth who met criteria for a psychiatric disorder neverused ADM treatment services during their lifetime (unmet need). Most who received services were seen through school services (68%); just 1 adolescent received service from a mental health professional. Of the diagnostic categories examined, only the presence ofa substance-related disorder was associated with lifetime service use. Among those youth with a psychiatric disorder who did not receive services,57.1% were recognized as having a problem by a parent, teacher, or employer (recognized unmet need).
Anticipating the Great Smoky Mountain Study's finding that
Indian youth in detention are especially at risk of psychopathology, Duclos and others assessed the 6-month prevalence of DSM-III-R psychiatric disorders among a sample of American Indian adolescents held in a juvenile detention facility on a Northern Plains reservation (60) . Forty-nine percent of the detained youth were diagnosed with at least 1 ADM disorder; 12.7% with 2 disorders; and 8.7% with 3 disorders. The most common disorders were substance abuse or dependence (38%), CD (16.7%), and major depression (10%). When compared with their counterparts living at large in another Northern Plains community (35) , the detained youth exhibited a higher prevalence of substance use disorders and CDs. Female detainees were significantly more likely than males to be diagnosed with major depression or anxiety disorders, or both, and were more likely to have 3 or more disorders.
Novins and others again analyzed the relationship between diagnostic status and use of ADM treatment services in this sample (61) . Forty percent ofthe youth who met criteria for a substance-related disorder and 34.1% of those diagnosed with an anxiety, mood, or disruptive behaviour disorder reported having received ADM treatment at some point in their lives. Although overall service use was greater among these detained youth than those in the community, the unmet need remained significant (40%). While services for substancerelated problems were most commonly provided in residential settings, services for emotional problems were commonly provided through outpatient settings. More than one-quarter of these services were provided by traditional healers and pastoral counsellors.
American Indian Adults
From a public health perspective, depressive disorders are of particular interest for intervention: they are common and have serious consequences, such as loss of social contacts, decreased work productivity, and the risk of suicide. In addition, highly effective treatments are available. Earlier studies provide some limited insight into depression among adult Indians. Shore and others, in a study of a Northwest Coast Indian village (n = 100), found the overall prevalence of psychiatric impairment to be 69%-c ompared with rates of 23%,40%,45%, and 57% from studies using similar methods in South Africa, in 2 sites in Nigeria, and in Nova Scotia (62). Sampath found a DSM-II rate of neuroses of 116/1000 in Alaskan Eskimos (with depression being the most common), compared with rates of2/1 000 to 52/1000 in other US populations (63) . However, Murphy and Hughes, sampling a different Eskimo community, found rates of psychopathology consistent with those of the general Canadian population (64) .
Suicide as a complication of depression is of particular concern. As noted earlier, in some Indian communities suicide rates are extremely high, as are mortality rates from accidental injury that may represent disguised suicide. The latter often are referred to as "parasuicide" or quasi-suicidal behaviour. Most suicides in Indian communities involve alcohol consumption, in which the disinhibiting effects of 622
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Foulks and Katz reported the treated prevalence of anxiety neurosis in 5 Alaska Native culture groups to be nearly as high as the prevalence of depression, and for some groups much higher (65) . This is consistent with Kinzie and associates' more recent findings in a Northwest Coast village, where a wide range ofDSM-II psychoses, neuroses, and personality disorders was found (66) . Kinzie and others found that the prevalence of alcohol use generally, and of affective disorders in particular, among women in a Northwest Indian community were significantly higher than in the national Epidemiologic Catchment Area (ECA) study.
A recent effort by Robin, Goldman, and colleagues, funded by the National Institute of Alcohol Abuse and Alcoholism (NIAAA), provides data based on a more sizeable sample. A sample of 582 individuals was derived from the enrolment records of a tribe in the Southwest for a genetic transmission and linkage study ofalcoholism and psychiatric disorders in 3 large and interrelated pedigrees. Diagnostic data were collected using the Schedule for Affective Disorders and Schizophrenia-Lifetime (SADS-L) while a subsample received the PTSD module ofthe Structured Clinical Interview for Diagnosis (ScrD) (67, 68) . Overall, 71% of the sample qualified for a lifetime diagnosis of alcohol disorders, while 37% continued to qualify for these problems (point prevalence). In a later paper, the same group examined the relation between alcohol dependence or binge drinking and the likelihood of having 3 or more disorders. Among both men and women, alcohol dependence and binge drinking had significant and distinct relations to comorbidity; in other words, those who were alcohol-dependent were more likely to have 3 or more disorders, as were those who binge drank (whether or not they were alcohol-dependent). While strong conclusions about population-based prevalence rates of comorbidity are not warranted, because of the family linkage design, this effort does represent the largest study to date in which comorbidity is examined in a Native population.
Although large-scale epidemiological studies of American Indians are lacking, Manson found that 32% of elderly American Indians visiting 1 urban IHS outpatient facility reported depressive symptoms, a rate dramatically different from those published in regard to elderly Whites (69) . In another investigation, 19% of primary care patients had symptoms suggesting significant psychiatric morbidity, with more elevated rates among older adults (70) . Lastly, in a survey of older urban Natives, depression and sadness or grieving were reported by 11% and 22%, respectively (71) . Taken together, these limited data suggest that the prevalence of psychiatric illness likely is significant among elderly Indians, especially in primary care and urban settings.
The American Indian Vietnam Veterans Project (AIVVP) is the only community-based, diagnostically oriented psychiatric epidemiological study to be conducted among American Indian adults within the last 25 years (25) . It was part of a Congressionally mandated, Department of Veterans , Affairs (DVA)-funded effort to replicate the National Vietnam Veterans Readjustment Study (72) . Results from the latter fueled significant new programming for White, African-American, and Hispanic veterans but not for other minority veterans, such as American Indians, who were thought to be at equal or greater risk of combat-related mental health problems. Consequently, the AIVVP was designed to ascertain the prevalence of psychiatric disorders, readjustment problems, and risk as well as protective factors, (with special emphasis on PTSD), and to describe the nature and extent of related service use among Indian Vietnam combat veterans. Between 1992 and 1995, a 2-stage, cross-sectional survey was conducted of random samples of Vietnam combat veterans drawn from 3 Northern Plains reservations (n = 305) and 1 Southwest reservation (n = 316). The first-stage, layadministered interview included the Composite Intemational Diagnostic Interview (CIDI) and a detailed inventory of use of biomedical services (VA, IHS, private) as well as traditional healing options (tribal ceremonials, Native American Church). The second stage entailed clinician administration ofthe SCID to a 30% subsample ofthese veterans stratifiedin terms of reported PTSD symptomatology. CIDI-rates of PTSD among the Northern Plains and Southwestern Vietnam veterans were 31.0% and 26.8%, current, and 57.2% and 45.3%, lifetime, respectively-significantly in excess oftheir White, Black, and Japanese-American counterparts. Similarly, current and lifetime prevalence of alcohol abuse or dependence among the Indian veterans (70% current; 80% lifetime) was far greater than that observed for the others (which ranged from 11% to 32%, current, and 33% to 50%, lifetime) (73) .
Many social groups (for example, the elderly, men, Catholics, the poor, and ethnic minorities) report lower rates of mental health service use than do other segments of society (74) (75) (76) (77) (78) (79) (80) . These rates cannot be explained solely on the basis of clinical factors. For example, the ECA results indicate that loweruse for some groups persists even after controlling for symptomatology. Various hypotheses have been generated to explain these differences. For example, attitudinal differences attributable to culture (such as incongruent values and beliefs) are likely to be important (18, (81) (82) (83) . Acculturation has also been shown to be related to the likelihood ofcertain types of service use (84) . Similarly, people with serious symptoms may not seek treatment because they, and those in their social network, do not label such symptoms as a "mental problem"; thus, they do not perceive a mental health professional to be an appropriate source ofhelp (85) . Moreover, people with severe symptoms may not seek treatment because they are unaware or unconvinced that effective treatment is available.
People may also avoid seeking treatment because they fear others will see them as a "mental patient" and, consequently, treat them differently (86) (87) (88) . Too, the expression of symptoms (for example, as somatic or emotional) may differ across cultures (89, 90) and thus have a significant effect on the type of service used. Attitudinal differences may also arise from racial discrimination perceived or experienced in health settings (91) . Barriers intrinsic to behavioural health service systemscan deter people from seeking (or continuing) treatment: in addition to financial and logistical concerns, they can include anticipated difficulties in navigating the service and insurance systems, language and cultural differences between providers and potential clients, and anticipated (or actual) rebuffs by mental health professionals. Finally, there is clearly an interaction between socioeconomic status and ethnicity in relation to the use of services by adults.
Little is known about service use for psychopathology specificallyamong Indian adults. To date, almost all ofthe literature has focused on substance-related disorders (92) (93) (94) (95) (96) (97) . In terms of non-substance-related disorders, we know that American Indians appear to use community mental health facilities far less frequently than other segments of the American population (80, 98, 99) . In a 3-year survey of 17 community mental health centres in Seattle, Sue reported that 55% of the Indian patients seen were unlikely to return after the initial contact-a significantly higher nonreturn rate than was observed for Black, Asian, Hispanic, or White patients (80) .
The AIVVP carefully examined the nature and extent of the services used by this segment of the population to address physical as well as mental health problems (100) . Northern Plains (NP) and Southwestern (SW) veterans differed substantially in their respective use of VA facilities (NP 26.5%, SW 13.6%) and traditional healing options (NP 4.7%, SW 17.1 %) for the care ofphysical health problems. They did not differ in their use of the IHS (NP 32.8%, SW 29.4%) or privatebiomedical care (NP 8.6%, SW 8.1%) to treat such problems. A similar pattern emerged in their use of the care available through these same service mechanisms for treating ADM problems. Specifically, Northern Plains and Southwestern veterans differed substantially in their respective use of VA facilities (NP 17%, SW 5.7%) and traditional healing options(NP 5.0%, SW 18.5%) for the care ofADM problems. They did not differ in their use of the IHS (NP 3.9%, SW 3.8%) or private biomedical care (NP 0.9%, SW 1.6%) for treating these same problems. Extent of overall service use (combining biomedical and traditional healing options) was similar across these 2 groups-whether for physical or for ADM problems-which manifested similar levels of need. However the kinds of services used varied by availability.
,
For example, VA services were significantly more available toNorthern Plains than Southwestern veterans and, thus, used more by the former. IHS and private sources of biomedical care, equally available to both, were used to a similar degree. Traditional healing options, more readily available to Southwestern veterans, were used to a greater extent by them. Especially noteworthy is the finding that veterans were more likely to use the VA rather than IHS for the care of ADM problems, despite the latter's proximity. This pattern clearly is attributable to the stigma attached to seeking mental health care within the local community as well as to the belief that fellow veterans are more empathetic and understanding of combat-related trauma. ). Both findings relate directly, albeit in inverse ways, to employment and job opportunities. However, the data also indicate that Indian people who work and have health coverage as an option are less likely to enjoy private coverage than their non-Native counterparts ( 36.2% versus 75.4%). In the final analysis, 54.9% of American Indian families are either uninsured or entirely reliant on the IHS for health care. And, as noted above, mental health care in particular varies in availability across the IHS system.
The IRS system, as a consequence of tribal options to selfadminister federal functions through the contracting or compacting provisions ofPublic Law 93-638, is undergoing dramatic change (102) . In fiscal year 1995 the IRS reported that fully 35% of its budget flowed through these mechanisms, with significant implications for subsequent resource allocation. Direct contracting of various tribes' proportionate shares of the overall IRS system resources has led to a 624
The Canadian Journal of Psychiatry Vo145,No7 concomitant reduction in such area and headquarters functions as technical assistance, consultation, quality control, patient information management, and long-term planning. These functions are critical to the ability ofthe IHS, and now the tribes, to position themselves to recover Medicaid, Medicare, and private reimbursement, as provided for under the 1976 Indian Health Care Improvement Act. But this is a relatively new development, which has been slow to capture the available monies. Concurrently, the move to downsize the federal government has led to fewer available resources, just as tribes are assuming authority and responsibility for delivering the related care.
In other areas, such as the federal block grant monies allocated for substance abuse and mental health services, Indian communities have always been included among the populations that states enumerate as the bases for their respective allocations. It is widely acknowledged, however, that these same communities have not shared proportionately in the services supported by the said funds. Several years ago, recognition ofthis inequity led to a change in the authorizing language with the result that tribes can now apply directly to the Substance Abuse and Mental Health Services Administration (SAMHSA) for block grant funds to support substance abuse prevention and treatment services independent of the programs offered by the states in which they reside. No such provision is available with respect to mental health block grants, but this matter is the subject of increasing discussion.
Supported by SAMHSA, several exciting experiments are underway in regard to the strategic planning and implementation ofbetter-coordinated services for Indian and Native children who suffer from serious emotional disturbance. One, the "Circles of Care Initiative," supports 9 Indian and Native grantee communities in their efforts to redesign local systems ofcare in a manner more consonant with these rapidly changing circumstances and with local priorities, as rooted in their cultural values (103). Whether such change-involving the sectors described at the outset of this paper-is possible at this level awaits the conclusion of this experiment. But even more important is the question whether change in the service organization will make a difference in the effectiveness ofthe care delivered, as measured by the status and functioning of the recipient children and families (104) . The answer has been equivocal elsewhere; hopefully, not here.
